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We extended the age-structured SEIR (susceptible, latent, infectious, re-
covered) model of Medlock & Galvani [7] to include two levels of risk for
complications due to influenza infection and parametrized this model using
epidemiological data from seasonal influenza.

Here we detail the model construction and parametrization.

S1.1 Mathematical Model

S1.1.1 Transmission Model

For modeling influenza transmission in the United States, we divide the pop-
ulation into the 17 age groups for ages 0, 1-4, 5-9, 10-14, 15-19, 20-24,
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25-29, 30-34, 35-39, 4044, 45-49, 50-54, 55-59, 6064, 65-69, 70-74, and
75+. The numbers of people in each age group were parametrized using the
estimated US 2010 population [14]. Within each age, we further divide the
population into low risk and high risk for influenza complications, with high
risk being identified by existing medical conditions such as asthma, heart dis-
ease, and pregnancy. In our model, the only impact of being in the high-risk
group was an increased risk of averse outcomes, death and hospitalization,
from influenza infection.

Each of the age-risk groups is then stratified by infection status. Let
Stua(t), ELua(t), ILua(t), and Rpu.(t) be the respective numbers of unvac-
cinated low-risk susceptible, latent, infectious, and recovered people in age
groups a = 1, 2, N 17. Let SHUa(t)a EHUa(t)a IHUa(t>; and RHUa(t) be defined
similarly, but for unvaccinated high-risk people. Now, let Siya(t), Frva(t),
[LVa(t)a RLVa<t); SHVCL(t)7 EHVa<t); IHVa<t); RHVa(t) be defined simﬂarly for
vaccinated people.



The infection dynamics are described by the differential equations
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for a = 1,...,17. The progression rate to infectiousness for people in age

group a is 7, and the recovery rate is 7,. The influenza-induced death rates
for people in age group a are vpyue, VHUe, Vive, and Vpve, respectively, for
unvaccinated low-risk, unvaccinated high-risk, vaccinated low-risk, and vac-



cinated high-risk people. The vaccine efficacy in age group a is €,. The force
of infection is given by
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Here ¢,, is the number of contacts between a person in age group a with
people in age group «, [ is the probability of infection for a susceptible person
who has contact with an infectious person, and o, is the relative susceptibility
of people in age group a. The relative susceptibility incorporates the potential
for people to have some immunity to the current seasonal influenza strain
due to exposure to a similar virus in previous influenza season. The total
population size is N:

Ny = Svva + Evve + Iuue + Rruae + Suve + Enve + Inve + Ruua
+ Stva + Erva + Itva + Rive + Suve + Euve + Tave + Rava,
N=> N, (S1.4)

(S1.3)

The demographic effects of aging, birth, and death by causes not related to
influenza are not included because we only model one influenza season, where
these demographic effects are small.

Numerical solution of the model differential equations was done using the

LSODA routine [5].

S1.1.2 Parameter Values

The model epidemiological parameters and their distributions are listed in
Table 1 in the main text. We parametrized the contact matrix (¢u,), which
describes the number of potentially transmitting contacts per day between a
person in age group a and people in age group «, as in Medlock & Galvani
[7], using survey-based data [8].

We assumed that the empirical case mortality (d,) was to people with the
same proportion of the risk groups as the overall population and, of course,
to all unvaccinated people. The case mortality for low-risk, unvaccinated
people is then

da
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where dyy, is the relative increase of the risk of death for high-risk people.
In terms of the model parameters recovery rate (7,) and death rate for low-
risk, unvaccinated people (v1,u,), the case mortality for low-risk, unvacinated
people is ,
LUa
drua o (51.6)
Accordinly, death rate for the low risk, unvaccinated people,

dLUa

_— 1.
1 —drua (51.7)

VLUa = Ya

The case mortality for low-risk, vaccinated people is reduced from Eq. S1.7
by the vaccine efficacy against death (9,), giving
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The death rates of high-risk people are
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Note here that we have assumed that the vaccine efficacy against death re-
duces the case mortality by the same relative amount in both low-risk and
high-risk people.

Similarly, we took the empirical case hospitalization (c,) to be to people
in the same proportion of the risk groups as the overall population. Then
the model case hospitalization for low-risk people (cr,) is

Ca

CLg = , S1.11
L = (12 Pua) + oo Pe (SL11)

where cyy, is the relative increase in the risk of hospitalization for high-risk
people.

We parametrized the contact matrix, ¢, using the results of a study
in eight countries in Europe that asked respondents to keep a diary of their
contacts [8]. The study estimated the number of contacts per respondent by
age of the respondent and age of the contact, where the age groups were in
five-year blocks, ages 0 — 4, 5—9, ..., 65 — 69, and 70+. These data reveal
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considerable contact within age groups, as well as significant contact between
children and adults the age of their parents [§].

Letting c,, be the number of contacts per person in age group a with
people in age group a, the elements of the contact matrix are given by dividing
Caa Dy the proportion of the population in age group a:

n Caa
Pao = No/N (S1.12)

For each country, we used c¢,, and census data included in the study for N,
to give qgm. We ensured that the number of contacts between age groups was
symmetric,

NyCoo = NaCaa — Gaa = Paas (S1.13)

by using the contact matrix

- Pac + Phiy,

Paa 5

(S1.14)

This calculation provided a contact matrix for each country: we then took
the mean over the eight countries as the contact matrix for our model. To
convert between the study’s 15 age groups, the contact rates from the study’s
age group 0 —4 were assumed to apply equally to our age groups 0 and 1 —4:
Goa = P1a and ¢u9 = @q1. Likewise, the contact rates from the study’s age
group 704 were assumed to apply equally to our age groups 70 — 74 and 75+.

The probability of transmission given a suitable contact (), was then
chosen so that the model’s basic reproductive number (in the absence of
vaccination) had a proscribed value (see Table 1, Main text).

S1.1.3 Reproductive Number

The basic reproductive number (Ry) of model was calculated using the
next-generation matrix [3, [7, [I5]. No closed form expression is available for
Ry for model : rather, it is given by the leading eigenvalue of a matrix
that depends on the model parameters.

Consider the case when no one in the population has been exposed to the



pathogen and there is no vaccination. Define the sub-matrices

FL = [FLaa] = [5gau_P]\/ML¢aa] ) (8115)
FH = [FHaa] = {ﬂaa PHXfNa(baoz] ) (Sll6>
VL = [VLaa] = ['Ya + VLUadaa] ) (Sll7>
VH - [VHaa] - [% + VHUaéaa] . (8118)

Here, 6,4, is the Dirac delta:

1, ifa=
o =4 HOTD (S1.19)
0, otherwise.

Now define the matrices

[FL o
F = [0 FH] : (S1.20)
vy o
V= [0 VH] . (S1.21)
Finally,
Ro=p(FV), (S1.22)

where p(M) is the largest magnitude of the eigenvalues of the matrix M.

This calculation of Ry is easily extended to include a population with
both unvaccinated and vaccinated people.

In the next-generation matrix (M), every element M,; is the expected
number of infected individuals in the age group ¢ that would arise from a
primary infected individual in age-group j in a susceptible population. To
determine the contribution of a given age group (k) to disease transmission
within the entire population, we proceeded as follows:

1. We build the next-generation matrix (M) for the whole population.

2. We find the eigenvector (v) associated with the largest eigenvalue (Ry)
of M.

3. We split v into v = v + v, where vy is non-zero only in age group k
(for both risk groups) and v, is non-zero in the other age groups.
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4. The number of new infected individuals in each age group that arise
from a primary infection case in age group k is

Likewise, the number of new infections in each age group that arise
from an infection in the other age groups is

n, = Mv,/||v,|. (S1.24)

Here

IvIF=>_foil. (S1.25)

To compute the number of new infections in age group k caused by an
infected individual in age group & (here denoted the within-group reproduc-
tive number of age group k), we summed the new infections in age group k
in ng:

Ry = e - 0y, (S1.26)

where e, is 1 in age group k (for both risk groups) and 0 everywhere else,
and - is the standard dot product. To compute the number of new infections
in other age groups caused by an infected individual in age group k (here
denoted the between-group reproductive number of age group k), we summed
the new infections in other age groups in ng:

Rko = (1 — ek) * Ny, (8127>

where 1 is the vector of all ones. Similarly for infections from the other age
groups to age group k
Rok = € - Ny, (8128)

and for infections from the other age groups to the other age groups
Ry = (1 —eg) - n,. (S1.29)

Note that these reproduction numbers for age groups include both high- and
low-risk groups.



S1.1.4 Optimal Vaccine Allocation

We denote by v the total number of vaccine doses available. Let pr,, be the
proportion of low-risk people in age group a;, who are vaccinated and ppq,
be the proportion of high-risk people in age group ay who are vaccinated;
these are the control variables. New age groups a;, = 1,2,..., A, and ag =
1,2,..., Ag, have been introduced to allow for vaccine policies that have
different age groups than those in epidemic model itself. In particular,
we will consider finding the best way to distribute vaccine to the 5 low-risk
age groups (A = 5) 04, 5-17, 1844, 4564, and 65+ and a single group
for high-risk people of all ages (Ag = 1). Define the factor Gp.., to be the
fraction of low-risk people in model age group a who are also in vaccination
age group ar, and Gpgg,, is defined similarly for high-risk people: these convert
between the age groups used in epidemic model and those used as the
basis for vaccine distribution. For our age groups, these are

05100 0 00O0OO0OO0OO0OOOOOO®O

0 01 106 000O0O0O0O0O0O0O0O0O0
G,=|0 00004 11111000O0O0O0 0|, (S130)

0O 000 0 0O0OO0OO0OO0OTI1IT1T1T1O0O00O0

0o 000 0 00O0O0OO0OO0OO0OCOOT1T1T1

with 0.5 in the first entry arising due to the vaccine not being used in children
under 6 months old [I] (i.e. assuming half of the under-1-year age group is
under 6 months old) and 0.6 and 0.4 arising because we assume that 60% of
15-19 year-olds are under 18 and 40% are 18 or older, and

Gu=1[051 1111 11111111111, (S1.31)

since high-risk people of all ages are combined into one vaccination group.
Then, given the proportions vaccinated in the vaccination age-risk groups,
PLa;, and prgy,, the proportions vaccinated in the epidemic model’s age-risk
groups are

QLa = Z GLaaLpLaLa (8132)
ar,

Ha = Z GHaaHpHaH~ (8133)
an

The epidemic is then initiated with the specified proportion of each age-risk
group vaccinated, with one infectious person in each age-risk group, and the
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remaining population susceptible. The initial conditions for epidemic model

(S1.1) are then

1- qHa) (PHaNa - 1) 9
SLVa 0) = La [(1 - PHa)Na - 1] 5
Stva(0) = qra (PaaNe — 1),

) = (
) = (
)=¢
)=4q
)=0
)=0
)=0
0) =0,
)~ 1 (S1.34)
) =1
)=¢q
)=q
)=0
)=0
)=0
)=0

where N, is the number of people of age a (from the estimated 2010 US
population [14]) and Py, is the proportion of age group a who are high
risk. (The initial infectious person in each age-risk group is divided between
the vaccinated and unvaccinated groups in proportion to the vaccination in
that age-risk group so that the initial conditions are consistent across all
vaccination levels 0 < ¢,, < 1.)

The cumulative number of infections at time 7T is

NILUa<T) = NLUa(O) — SLUQ(T), (8135)
NIHUa(T) = NHUQ(O) — SHUQ(T), <8136>
NILVa<T) = NLVa<0) — SLVa(T>7 (Sl37>
NIHVa<T) = NHVa(O) — SHVa(T)a (8138)

for unvaccinated low-risk, unvaccinated high-risk, vaccinated low-risk, and
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vaccinated high-risk people, respectively. Here

Nrua = Suua + ELua + ILva + Rrva, (S1.39)
Nuva = Suva + Euva + Invae + Ruva, (51.40)
Niva = Swva + Eive + Iiva + Rive, and (51.41)
Nuvae = Suva + Euva + Inva + Ruva, (51.42)

are the numbers of people summed over infection status. The cumulative
number of deaths is

NDa(T) = Na(o) - NCL(T)a (8143)

where
Na = Nrua + Nuva + Niva + Niva (S1.44)

is the total number of people in age group a. We will minimize, at the end
time T', the objective function that is either total infections, total deaths,
total hospitalizations, total years of life loss, or contingent valuation. Total
infections are given by

I(T) = [Na(T) + Nia(T)] (S1.45)

where
Nita = NiLua + Nitva, and (51.46)
Nmg = Nva + Ninva, (S1.47)

are the numbers of infections in age group a to low-risk and high-risk people,
respectively. Total deaths are given by

D(T) =) Npu(T). (S1.48)

Total hospitalizations are given by

H(T) = Z (Mo N1La(T) + haa Nma ()] (S1.49)
where hp, and hy, are the case hospitalizations for low-risk and high-risk
people in age group a. Note that here we have assumed that the risk of
hospitalization is independent of vaccination status. Total years of life lost
are given by

Y(T) =Y eNp,(T), (S1.50)

11



where e, is the expectation of life for age group a, i.e. the expected number
of years of life remaining for a person in age group a [II]. The 2006 US
expectation of life [I0] is in 1-year age groups, which we reduced to the 17
model age groups by taking sums over the age groups weighted according to
the 2010 population age structure. Contingent valuation is given by

C(T) => cNp(T), (S1.51)

a

where ¢, is the relative value of an individual in age group a. Cropper et al.
[2] use
co = a* exp(—g¢a®), (S1.52)

and estimate w = 2.6 and ¢ = 0.000104 from survey data [4, [6]. As for the
years of life loss, we reduced the contingent valuation from 1-year age groups
to the 17 model age groups by using sums weighted according to the 2010
US population age structure.

Given the starting time (f = 0) and the end time (¢t = T'), we found the
DLay, and P,y that minimize the objective function, subject to the feasibility
conditions

0< piay <1, ($159
0 < pHay <1, and (S1.54)
> [qraStva + quaSuua) < v, (S1.55)

a

the latter of which ensures that the number of vaccines used is below the
number available; as well as subject to the initial conditions at t =0,
and to the differential equations on0<t<T.

For a given vaccine distribution schedule, the optimal vaccine allocations
were calculated numerically using the constrained optimization by linear ap-
proximation (COBYLA) algorithm [12], run three times with random initial
vaccination levels. We took the optimum to be the result with the smallest
value of the objective function among these three runs.

S1.2 Sensitivity Index

To compute the sensitivity index, we first computed optimal vaccine alloca-
tion for 5000 sets of independently sampled parameter values. Simulating this

12



sampled set was computationally expensive. Therefore, for computational ef-
ficiency, we fitted the input parameters and output variables of our model to
a second-order regression model (with regression coefficient R? larger than
0.65) that we used to compute the first order sensitivity index[13]. The sensi-
tivity index obtained via the regression model provides a good approximation
of the the sensitivity index of the original model [9].
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